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Background: BronchoePulmonary Fistula (BPF) occurs in 2-3 per
100,000 population. They could be congenital or acquired and are
usually associated with Hereditary HemorrhagicTelengiectasia
(70 %). They could be either single or multiple, central (PA to LA
Fistula) or peripheral (PA to PV Fistula). Usually they are asymp-
tomatic (30 e 55 %) but can present with cyanosis, dyspnea on
exertion, neurological symptoms (migraine, vertigo, TIA, paresis,
numbness, syncope, confusion, cerebral abscess, seizures) or
haemoptysis and haemothorax. Diagnosis is confirmed by
contrast (air bubble) echocardiography or CT / conventional
angiography. Pneumonectomy, lobectomy, local excision and
ligation of the pulmonary artery used to be the available treat-
ments but carried a significantmorbidity andmortality. Currently,
Endovascular Treatment is emerging as a promising alternative
and our series is perhaps the largest one.
Methods: The diagnosis is confirmed by angiography, which is
performed in many views to delineate the point of communica-
tion. Long sheath is introduced and a Berman catheter is then
advanced via the long sheath and the balloon is inflated. The large
flow across the BPF guides the balloon catheter to the branch
supplying the BPF. The Fistula is closed either by coil embolization
(Bioptome assisted) or Amplatzer ASD Device or Vascular Plug (I,
II, III). The saturations (ideally PO2) usually normalizes after
complete occlusion.
Results: N : 28; Age : 26 +/- 3.5 Yrs Central : 3/28; Peripheral : 25/28
Coil Embolisation : 8; Device Closure : 23 (In 3 patients, additional
coils were used) Technical Success : 100%; Repeat Procedure : 5/28
Spo2 Pre Op : 70 +/- 2%; Spo2 Post Op : 95.4 +/- 3%.
Conclusions: Most of the massive BPF can be managed by endo-
vascular techniques and pneumonectomy or other major surgery
can be avoided. This series of 28 successfully treated cases of
Central and Peripheral Bronchopulmonary AV Malformations is
probably one of the largest series.
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Background: Takayasu Arteritis of Supra Aortic Vessels is a wide-
spread panarteritis prevalent in India, South East Asia, Africa and
SouthAmerica. The exact etiology althoughunknown is thought to
be of autoimmune etiology and associated with abnormalities of
humoral and cellular immunity. These lesions are densely fibrotic,
multifocal and have a strong tendency to reoccur at the same or at
different sites. Surgical reconstruction is difficult because of
extensive fibrosis and adhesions of periarterial tissues. Endovas-
cular Interventions are now emerging a treatment of choice.
Methods: 143 consecutive patients of Takayasu Arteritis involving
aorta and Carotid and Subclavian arteries were treated by endo-
vascular interventions e Balloon angioplasty/stents/stent grafts.
Access was gained by femoral artery or brachial artery approach.
Lesionswere initially dilatedwith optimal sized balloons and then
stented if required. The patients were put on dual antiplatelet
therapy (aspirin 75mg and clopidogrel 75mg/day) and immuno-
suppressive therapy in form of prednisolone (1 mg/kg/day). The
disease activity was monitored by erythrocyte sedimentation rate
and levels of C Reactive Proteins. Angiography was done at the
end of one year and 3 years.
Results:
Conclusions: Endovascular interventions have emerged as the
treatment of choice for both stenotic& aneurysmal lesions. It is
easy, safe and efficacious. Multiple lesions and multiple vessels
can be treated at the same time. Stents have improved the results
although Drug Eluting and Cutting balloons have also been suc-
cessfully used.
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Background: Massive Pulmonary Embolism (PE) is associated with
highmorbidity andmortality due to thrombotic occlusion of main
pulmonary artery and/or both major pulmonary arteries leading
to severe hypoxemia, pulmonary artery hypertension and
cardiogenic shock. Prompt restoration of flow inmajor pulmonary
arteries is themost important aspect of therapy inmassive PE. Till
Number Carotid artery Subclavian artery Aorta
25 74 47
Common Carotid - 19 Thoracic Aorta - 29
Internal Carotid - 06 Abdominal Aorta - 18
STENOSIS 21 71 31
ANEURYSM 01 03 16
STENTS 11 24 18
Technical success 22/25 (88 %) 88 % 47/ 47 (100 %)
Follow up at 3 yrs restenosis in 9 pts
(treated by PTBA / stent)
12.5% (treated by
PTBA / stent)
Restenosis in 7 %
Aneurysm in 2 , New Lesions in 4 ,
Disease Reactivity in 5
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